Summit Physical Therapy

Patient Privacy Policy
Effective Date April 14, 2003

WE ARE REQUIRED BY LAW TO PROTECT THE PRIVACY OF YOUR
MEDICAL INFORMATION AND TO PROVIDE YOU WITH A DETAILED
WRITTEN NOTICE DESCRIBING HOW THIS CLINIC MAY USE OR
DISCLOSE MEDICAL INFORMATION ABOUT YOU AND HOW YOU CAN
OBTAIN OR CORRECT THIS INFORMATION.

Here is a brief summary:

¢ We may use your medical information or disclose it to others in order to provide
or arrange your health care, to arrange payment or reimbursement for the care that
we provide to you, or to carry out administrative activities related to or supporting
your treatment.

+ We may be required or permitted by certain state or federal laws, regulations, or
legal circumstances to use or disclose your medical information for certain
purposes without vour authorization. Under other circumstances we may need
your written authorization (that you may later revoke) in order to use or disclose
your medical information.

+ As our patient, you have important rights regarding your medical information in
this clinic. You have the right to inspect, copy, amend or correct that information,
obtain an accounting of disclosures of your medical information, request that we
communicate with yvou confidentially and request that we restrict certain uses and
disclosures of your health information. We have a procedure for filing a
complaint if you think your rights have been violated.

¢+ We will provide a detailed NOTICE OF PRIVACY PRACTICES to you which
fully explains your rights and our obligations under the law. We may revise our
NOTICE from time to time. The effective date at the top of this page indicates
the date of the most current NOTICE in effect.

4+ You have the right to receive a copy of our most current NOTICE in effect. If
yvou have not yet received a copy of our current NOTICE, please ask at the front
desk and we will provide you with a copy.

If you have any questions, concerns or complaints about the NOTICE or your medical
information, please contact our office at (503) 699-2955.



ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES
(Retained by medical provider)

I, , have read, received and/or was
offered a copy of the Notice of Privacy Practices.

PRINT NAME:

SIGNATURE:

DATE:
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We attempted to obtain written acknowledgement of receipt of our Motice of Privacy Practices, but
acknowledgement could not be obtained due to:

Individual refused to sign.
Communication barriers prohibited obtaining acknowledgement.
An emergency situation prevented us from obtaining acknowledgement.

Other: (please specify):




